Transmission of Exogenous Infections [Abridged]
Dr Owen McGirr (Air Corporation Joint Medical Service (BEA & BOAC), London Airport, Hounslow, Middlesex)
Screening of Food Handlers
The flight catering kitchens of BEA and BOAC at London Airport (Heathrow) prepared nearly 3* million main and subsidiary meals for BEA and BOAC and twelve other airlines during the year April 1967 to March 1968. The staff catering kitchens prepared nearly 3* million meals for the staff of the two airlines. The two groups of kitchens together employ over 1,100 staff. The staff are interchangeable between flight and staff catering so it is logical to apply the same hygiene criteria to all applicants for catering employment.
An outbreak of food poisoning among passengers in an aircraft can be a very awkward situation but can also become a matter of safety in the air if flight members of the crew are involved. Good personal hygiene and health are therefore imperative in the staff concerned. In the past ten years an increasing number of personnel from overseas have joined the catering staff at London Airport, some of whom may be living in unsatisfactory accommodation. In addition to the medical screening of individuals, the two airlines employ two health inspectors and an assistant who inspect the kitchens regularly and who take samples of water, milk and other beverages for examination in the Airport laboratories. In addition, with the assistance of the Public Health Laboratory Service at Colindale, food samples are regularly submitted for bacteriological examination. Random sample smears are also taken from walls, floors and employees' hands. Antibacterial hand washing creams are available for use by food-handling staff.
Similar environmental visits and bacteriological sampling are carried out at some 150 flight catering establishments overseas. Where the local standards of hygiene are not adequate, food in 'tray form' is prepared at London Airport, deep frozen, and sent to major centres overseas for supplying the airlines.
All ground catering staff are screened by nurses before employment. A detailed medical history is particularly aimed at revealing a positive or doubtful history of disease transmissible by food or drink. The history-taking is complicated by the imperfect knowledge of English of some of the applicants. An applicant with a positive history of typhoid or paratyphoid is not approved for employment. Where, however, there is genuine doubt because of the language problem, three separate stool tests at intervals of a week are carried out and even if negative the applicant is referred to a medical officer for assessment. About 4% of the applicants having stool examination had positive results. Table 1 indicates the findings in 100 unsatisfactory stool samples. Between 5 and 10% of the samples showed multiple infections.
The nurses examine the ears, nose, throat, teeth, scalp and hands to exclude infections liable to be transmitted by food. Doubtful cases are referred to a medical officer. These examinations are repeated when staff return from sickness absence.
Routine nasal swabbing for Staphl. pyogenes is carried out. About 5'/ are found to be positive and are treated by Naseptin applications to the nostrils. If a repeat swab is positive, cases are referred to ear, nose and throat specialists or treated by a course of antibiotics.
Eaclh applicanit has a full plate chest X-ray. When all the results of the investigations are available, the nurse assesses the suitability of the candidate. Where there is any positive result or doubt, the applicant is referred to a medical officer for opinion. After acceptance for employment individual instruction in good food-handling techniques and personal hygiene is given by one of the health inspectors.
Recently a food handler returned to work from a holiday in India in the prodromal stage of typhoid. Prophylactic inoculation against typhoid, paratyphoid and tetanus is now carried out after acceptance for employment in the catering kitchens.
Cabin staff (stewards and stewardesses) who also handle food are examined by medical officers. Chest X-rays are taken; hxmoglobin in women and blood serology (WR cardiolipin) in men are investigated; routine stool testing is not carried out, except when recruits are from overseas or have recently resided there.
It is estimated that the cost of such screening is about £5 per person, including the laboratory services for the examination of stools, and nasal swabs, the X-ray and the time of nursing staff and medical officers concerned. 
Parasitic Infections Current in Britain
Questions concerning parasitic infections currenit in Britain which one would like to answer are:
(1) What are the possibilities of the transmiiissioni of exotic parasitic infections in Britain'? (2) What is the evidence that they are in fact being tranismitted at the present time? Arising out of these is the third question: (3) What, if anything, should be done about the prevention of suLch transmission ?
The Reservoir of Palrasitic Infcction in Britaini In considering these questions one has first to try to determine whether there is a significant pool or reservoir of parasitic infection which has been brought into the country from abroad. It is not easy to obtain information on this subject; very few of these infections are notifiable and parasitic surveys of those comiiig into the couLntry cannot be carried out on any significant scale. The parasitic infectionis encountered among the patients at the Hospital for Tropical Diseases therefore provide a useful indication of the parasitic infections that are to be found among Lis. There are approximately 2,500 new patients each year, of whom about 900 are admitted for investigation or treatment.
In 1966 a total of 583 infections were encountered among the 850 patients admitted. From the point of view of transmission to others in the country perhaps the most notable is intestinal amrobic infection of which there were 62 instances. There were also 57 infections with Giardia intestinalis, 22 with Ascaris lumbricoides and 119 with other worm infections of which trichuriasis formed the majority.
Intestinal amcebiasis, ancylostomiasis, ascariasis and trichuriasis are probably the most important of these infections in that they require no intermediate host for their transmission and are capable of producing significant pathology in man. We have some evidence of transmission of trichuriasis and possibly of amoebiasis but not of the other two infections.
From the point of view of the risk of development of serious morbidity in those infected, the numbers of patients with Plasmodium falciparum, schistosomal and filarial infections are important.
